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Today’'s Agenda

» HIPAA Overview
» New Vision Care Billing Policy

» Electronic Data | nterchange
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HIPAA Overview
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Objective

» Overview

« Administrative Simplification
» Background
» Goals
» Benefits
» HIPAA Rules
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Background

» Health Insurance Portability & Accountability Act
+ Portability
» Insurance Reform
+ Accountability
» Criminal and Civil Penalties
+ Administrative Simplification
» Health Care Transactions and Code Sets
Privacy
Security
» National Identifiers
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Administrative Simplification

» Goals

+ Increasethe use and efficiency of
electronic methods of exchanging
standard health care information

+ Reducethe number of forms, the
methods of completing claims, and
other health carereated documents
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Administrative Simplification

» Benefits
+ Lower administrative costs

+ Enhance accuracy of data and
reports

+ Increase provider satisfaction

+ Reduce processing time and
Improving cash management
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Administrative Simplification

Regulation NPRM Final Compliance

Published Rule Deadline
Published

Transactions 05/07/98 08/17/00 10/16/03

& Code Sets

Privacy 11/03/99 12/28/00 04/14/03

National 06/16/98 05/31/02 07/30/04

Employer

|dentifier

Security 08/12/98 2/20/03 04/21/05

National 05/07/98

Provider

|dentifier
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Administrative Simplification

Regulation NPRM Final Compliance

Published Rule Deadline
Published

National

| ndividual

|dentifier

National

Health Plan

|dentifier

Claims

Attachment

Enfor cement 5/19/03-
5/24/03
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Administrative Simplification
» Standardized Transaction Sets

» ANSI ASC X12N 837 =

v

v

v

» ANSI ASC X12N 276 =

» ANSI ASC X12N 277 =

» ANSI ASC X12N 278 =

D&
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ANSI ASC X12N 835 =

ANSI ASC X12N 270 =

ANSI ASC X12N 271 =

Health Care Claim (P, |, and D)
Health Care Claim Payment/Advice
Health Insurance Eligibility Request
Health Insurance Eligibility Response
Health Care Claims Status Inquiry
Health Care Claims Status Response

Health Care Claims Service
Referral/Authorization %
\ 10
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Administrative Simplification

» Code Sets

+ Nationally developed diagnosis and
procedur e codes

» CPT, HCPCS, and ICD-9

+ Non-medical code setsdetailed in the
Implementation guides

+ Must beused in all applicable
standar d transactions

+« Nolocal codes
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Administrative Simplification

» Privacy Rule-April 14, 2003

+ Anindividual’srightsto control access
and disclosure of their protected or

individually identifiable health care
Infor mation.

+ Objectives of the Privacy Rule:
» Gilve patients more control

» Establish appropriate safeguards
» Hold violator s accountable
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Administrative Simplification

» Security Rule-April 21, 2005
+ Designed to protect:
» Confidentiality

» Integrity
» Availability
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Administrative Simplification

» ldentifiers
+ National Employer |dentifier
« National Provider |dentifier
« National Health Plan | dentifier
« National Individual Identifier
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Administrative Simplification

» Centersfor Medicare and Medicaid Services
+ Www.cms.gov/hipaa/hipaa2/default.asp

» Office of Civil Rights
+ Www.hhs.gov/ocr/index.html

» Washington Publishing Company
+ www.wpc-edi.com/hipaa/HI PAA_40.asp

» Workgroup for Electronic Data I nter change
+ Www.wedi.org.
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New Vision Care Billing Policy
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Objective

To briefly describe:

» New Vision Care Billing Policy

» HIPAA Review & Approval Process

» New Provider Inquiry Policy
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Agenda
» HIPAA Review and Approval Process

» New Vision Care Billing Policy
+ Overview

» CPT and HCPCS Crosswalk

» Claims Examples
+ Current Billing versus New Billing

» Transmittal Packet
+ How toread the Crosswalk Table
+ How to update your billing manual

» New Provider Inquiry Policy
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HIPAA Review & Approval Process

» Six Step Process:

2

L 2

*

2

2

2

HIPAA Business Analyst Review

RHIA Analyst Review

Registered Nurse Review

MAA Subject Matter Expert Review

L ocal Code Set Committee Review:-
Approval by Interim Senior Deputy Dir ector

» Result of Process:

*

MAA Transmittal Letter &
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New Vision Care Billing Policy

» Overview:
+ Effectivedate: August 1, 2003

+ Usestandard CPT and HCPCS codesto
bill claims

» Do not attach outside
lab/provider fabrication
Invoice to claim

+ Keep invoiceson file
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New Vision Care cy

» CPT and HCPCS codes
+ Examinations
+ Fittings
+ Frames
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CPT and HCPCS Crosswalk: Exams

Current Code -2 Standard Code
» Opticians & Optometrists:
+ Y2005 - 92015 52
+ Y2006 - 92015
» Ophthalmologists
+ Y2005 - 92002, 92012, & 92014

»  Code Definitions:
+ Y2005 - visual examination (refraction)
+ Y2006 — comprehensive exam
+ 92015 - determination of refractive state
+ 92002 — intermediate, new patient
+ 92012 —intermediate, established patient
+ 92014 — comprehensive, established patient, one or more visits
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New Vision Care Billing Policy: Fittings
» Repair/refittings .

. Current Code = Standard Code l |

. Y2327 - 92370, 92371 Ry

+ CodeD€finitions:

» Y2327 — service payment for replacement and or major repairsreplacing

lenses, templates or face plates, etc., adjusting them to the patient’ sface,
including subsequent adjustments

» 92370 - repair/refit
» 92371 - repair/refit w/ prosthesisfor aphakia
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New Vision Care Billing Policy: Fittings
» Lab Fabrication or Provider Fabrication:

+ Current Code =2 Standard Code

+ Y2340 or Y2344 - 92340
o Y2341 or Y2345 - 92341
o Y2342 or Y2346 - 92342

+ CodeD€finitions:

D¢ A
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—Y 2340 -

—Y 2341 -
—Y 2342 -
—Y 2344 -
—Y 2345 -
—Y 2346 -

single vision services, fabricated by wholesale lab
bifocal vision services, fabricated by wholesale |ab
trifocal vision services, fabricated by wholesale lab
single vision services, fabricated by provider
bifocal vision services, fabricated by provider
trifocal vision services, fabricated by provider

—92340 - monofocal provider or lab fabricated
—92341 - bifocal provider or lab fabricated

—092342 - trifocal provider or lab fabricated




-
CPT and HCPCS Crosswalk: Frames

» Frames- Single, Bifocal, & Trifocal

+ Current Policy:
» Attach Invoice/Prescription to claim

+ New policy:
» No Attachment 6@-/1

» Standard Code: V2020 m

» Code Definition:

— V2020 - frames, purchases
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CPT and HCPCS Crosswalk: Lenses

» Lenses

+ Current Poalicy:
» Attach Invoice/Prescription to claim

+ New Poalicy:
» No attachment

» Use standard codes for each lenstype:
— Single: V2100-V2199, and/or V2410
— Bifocal: V2200-V 2299, and/or V2430
— Trifocal: V2300-V2399, and/or V2499
— Contact Lenses: 92310
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CPT and HCPCS Crosswalk: Lenses

» Contact Lenses
+ No Changein policy:
— Continueto obtain Prior Authorization
— Continueto use Standard Code: 92310

» Code Definition:

— 92310 - Prescription of optical and physical characteristics of and fitting
of contact lens, with medical supervision of adaptation; corneal lens, both

eyes, except for aphakia)
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Claims Examples

1. Lenses/Frameswith Laboratory Fabrication
2. Lenses/Frameswith Provider Fabrication

3. Lenses/Frameswith Provider Fabrication

Including an Exam

» Real claamsthat are:
+ PHI de-identified
+ Selected examples

+ Useprovider billed charges
(no relationship to current
or new rates)
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Current Bill | N Frames & Lenses - Laboratory Fabrication

C oo MEDIGATID-DC AwnovEuuMamom
e P.0. BOX 34768 ERave 105
STAPLE ~ ACS ATTN: CLAIMS DEPT.

IN THIS WASHINGTON,DC 20043
AREA
HEALTH INSURANCE CLAIM FORM PicA

. MEDICARE MEDICAID CHAMPUS CHAMPVA FLA QELE?_
NG
(Mectcaro ) [*] (Modicars A (sponsor's S5 [ (vA o 4) D "R RG]

OTHER] 18 INSURED'S {.D. NUMBER

(FOR PROGRAM IN ITEM 1)

4. INSURED'S NAME (Last Name_First Nama, Middia Inifial)

2_PATIENTS NAME (Last Name_First Name, Middle Initaf) 3. PATIENT'S BITH DATE SEX
— Ty - E(J ]

6. PATIENT RELATIONSHIP TO INSURED

Selt |‘_)(] spouse[ ] cmmD ower [7]

7.INSURED'S ADDRESS (No., Street)

STATE |8 PATIENT STATUS
DC

singe [X] e [ ] omer [
2IP CODE IYELEPHDNE (include Aron Coge)

tudent Student

STATE
DC

2IP CODE ‘TELEPHONE (INCLUDE AREA CODE)

Employed Full-Tine (— Part-Time.
mployed ] B
9, OTHER I {Last Name, First Name,Middie Inial)

10.15 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER 2, EMPLOYMENT? (GURRENT OR PREVIOUS)
YES NO
PLACE (State)

One

b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT?
0

P im] O e
©. EMPLOYER'S NAME OR SCHOOL NAME . OTHER ACCIDENT?

Jves [Cne

11, INSURED'S POLICY GROUP OR FECA NUMBER

|2 INSURED'S DATE OF BIATH
MM Y

s M F O

: )}
. EMPLOYER'S NAME OR SCHOOL NAME

<. INSURANCE PLAN NAME OR PROGRAM NAME

TIENT AND INSURED INFORMATION -—————>|<—-CARRIERL‘>

3. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

BACK OF FORM BEFORE GOMPLETING & SIGNING THIS FORM.

4,15 THERE ANOTHER HEALTH BENEFIT FLAN?
Cves NO iy

 relurn 10 and complete flam 9 a-d.

RE
@ pmsNrs OR AUTHORIZED PERSON'S SIGNATURE | authorize the rolease of any medical or
i claim. | also roquast payment of govemment beneis either to mysa or o tha party who accepts assignment

‘payme o supplier for
Camvcon deseioed asow

s NSURED'S OR AUTHORIZED PERSON'S SIGNATURE | uifarize

o
ATURE ON /12/2002 16l E
sonen S 16BN FILE oare D7/12/821 soneo SIGNATURE ON FILE
14, DATE OF CURRENL ILLNESS (First symptom} OR 15, IF PATIENT HAS HAD: SAME OR S\M!LAR ILLNESS. | 16.DATES FAY\ENY UNAELE TO WORK IN CURRENT (OCCUPATION
INJURY lmw nt) OR GIVE FIRST DATE MM D 1YY
PREGNANCY (LMP) FROM o ! !
17. NAME OF HEFERR\NG PHYSICIAN OR OTHER SOURCE 17a. 1.0, NUMBER OF HEFERR]NG PHVS\C\AN 18.1 NDSFWAIJZATK}N DATES RELATED TO! OURHEN'T S[RVIGES
0 1YY
erom | : " [
19. RESERVED FCR LOCAL USE 20. OUTSIDE LAB? $CHARGES
50,00
O
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22.MEDICAID RESUBMISSION
1 CODE ORIGINAL REF. NO.
— [ S [ I
23. PRIOA AUTHORIZATION NUMBER
2 _ 4 .
24, A 8 C ] E F G H [l K] K
BATE(S) OF SERVICE Place | Type ERVICES, OR SUPPLES|  pracnogis RESEAVED FOR
From To o | of {Explain Unusual Circumstances) OR_|Family| gy
MM 0D _YY MM 00 had CPTMHCPCS | MODIFIER Cobe 8 CHARGES UNITS] Plan EMG | co8 LOCAL USE
43160 (1

12042001 [12942G01 |11
i M

'YEEMO‘ ! 1 )

I i 1 i
14

'
i
| 1 H
25_FEDERAL TAX 1.0. NUMBER SSN EIN ATIENT'S ACCOUNT NO.

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (I other than home of office)

DATE

268. TOTAL CHARGE AMOUNT PAID 30. BALANCE DUE
360 |, 0100l 63460

S5, ZIP CODE

33_PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDI

GRP#

<«————————————PHYSICIAN OR SUPPLIER INFORMATION

{APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

FORM HCFA-1500 (12:90)
FORM OWCP-1500 FORM RRB-1500

T

\

¥H

DC Department of Health

At FRisnin
SEHT

WASMINGTON, DU,

Gl FETLE weHTim

T .?ﬁ! ATH | w

—tt ¥
o

e
s |

e RaTSY[

-

(XA T

=1 {':("N okdd |

H?‘ﬂﬂhm‘

il A Tﬂf\. [ BT Trmw
. |___ = 1 [ |-n

30




New Billi NJ Frames & Lenses - Laboratory Fabrication

MEDICAID-DC

A F.0. BOX 34748
STAPLE ~ ACS ATTN: CLAIMS DEPT.
INTHS  WASHINGTON,DC 20043

MEDICARE MEDICAID CHAMPUS
(Mocicara #) [ 7] (Medicaid 4[] (Sponsor’s SSN) [} (VA Flle

CHAMPVA

HEALTH INS!

G
[

# D ey D (ssNL:

OTHER] 1

APPROVED OMB-0928-0008 |

URANCE CLAIM FORM
2 INSURED'S |0 NUMBER

(FOR PROGRAM IN 1TEM 1)

10~1"‘

2_PATIENT'S NAME (Lasi Nama_ First Name, Middle Initaf)

SEX

3 PAYENTS BIRTHDATE
4 .

4 INSURED'S NAME (Last Name_Fist Namo, Middia Iniia))

5_PATIENTS ADDRESS (No_ Street]

H
6. PATIENT RELATIONSHIP TO INSURED

sot [X] spouse[] cnia[J omer[]

7.INSURED'S ADDRESS (No., Stoel)

CITY. STATE | 8. PATIENT STATUS STATE
| C ) _ DC
Single. maried { ] omer []
2IP CODE TELEPHONE (include Code) 2IP CODE. TELEPHONE (INCLUDE AREA CODE)
. | oo [ G ] ganree ) | L ]
9. OTHER X {(Last Name, First N¢ 10.1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER

8, OTHER INSURED'S POLICY OR GROUP NUMBER

b OTHER INSURED'S DATE OF BIRTH
D | YY o
i

SEX

|

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

ves No
b. AUTO ACCIDENT? PLACE (State)
YES One

L I
. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
D YES

[ Ino

a.INSURED'S DATE OF BIRTH
MM Y

} )
b, EMPLOYER'S NAME OR SCHOOL NAWE

c. INSURANCE PLAN NAME OR PROGRAM NAME

TIENT AND INSURED INFORMATION -——————-ﬂ(‘-CARRIEH"LP

3. INSURANCE PLAN NAME OR PROGRAM NAME

BACK OF FORM BEFORE COMPLETING

104 RESERVED FOR LOCAL USE

d.15 THERE ANOTHER HEALTH BENEFIT PLAN?
Oves NO_ ifyes, retum 1o and complete flom 9 a-d.

G & SIGING THIS FORM,

NSURED'S OR AUTHORIZED PERSON'S SIGNATURE | autrariza

READ
12 PmENrs OR AUTHORIZED PERSO! 1 authorize the
rocess this claim, | also request payment of govemment benefits sith

telease
e o s 1o th pary who acoepts assigment

payme upplier for
Canions doscroed bolow

32. NAME AND
RENDERED

27. ACCE
For gowt. cisims, 560 beck)

NO
ADDRESS OF FACILITY WHERE SERVICES WERE |
{H other than home of ofice)

28. TOTAL CHARGE
113}60 o

33_PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADD

“AMOUNT PAID
Q10

s 113{60
ESS, ZIP CODE

s
SIGNATURE ON FILE 07/12/2002 SIGNATURE ON FILE
sonen owte sioue
4 DATE OF CURRENT: 4 ILLNESS (Fist symplom) OR 78 PATIERT HAS HAD SAYE OF SIILAR ILLNESS. | 6,DATES CATIENT UNABLE T0 WORK N CURENT OCCUPATION
MM 1 DD tYY ‘lNJURV (M‘.cvd nt) OR GIVE FIRST DATE MM ' MM I DD 1YY MM | DD 1 Yy
! ! Y {(LMP) FROM 1 1 0 1 1
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 7a. 1.0. NUMBER OF REFERRING PHYSICIAN 18.HOSPITALIZATION DATES RELATED 'OWRMHENT ﬁ.E“VICES
o M !
FROM | |
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ves NO |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) ’j 22.@53?A|D RESUBMISSION ORIGINAL REF. NO.
N Y sl
23. PRIOR AUTHORIZATION NUMBER
2. . L S —
| 2 B C ] £ F G | W T ) K z
o P e P v Cromaeen -|  AGhOSIS on | o] e | coa | PESCEMERFOR |2
MM DD ¥y MM 0D CPTMCPCS | MODIF CooE SCHARGES  {ymits| Pian LOCAL USE <
12042001 12042601 [11] | oxsa0 | | Tt T 63601 H
1 202 . . 1 H
12042001 [12042001 |11 Va0 | i1 ‘ 20100 z
[ 1 i 1 2
12042001 (12042001 11| i V2100 |RTy a 15100 I
8 _ L ot H . H i it — F]
T 1 5
12042001 (12042001 |11 V2100 |IT} ! 15100 |1 =
M P ; :
; ‘ i H
Lol : L °
PN I L ! L o
i . 4
L o . ! ' 4
ATIENT'S ACCOUNT NO. T ASSIGNMENT? 30. BALANCE DUE }

GRP#

{APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/68)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12:90)

FORM OWCP-1500 FORM RRB-1500

it

Y]

No Laboratory Invoice
Attachment Needed
(Keep onfile)

DC Department of Health
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a I
Current vs. Ne

Laboratory Fabrication

e

W AWE D FCF LCACAL U T CuTRIE LAl [ i
ATSEAVED T 0 A 1 m%ea an
7 ves []wo
71, CIAGNOSES OR MATUAT OF ILLNESS ON ISABTY. (MELATE [TEMS 123 O 4 101 TER 28E BY UKE]
1- COCE | DRIGRAL AR WD
L T

i
A1 PREOA ALITHORLZATHON MUBER

Ei:L*Ls:r_ L - K‘h . E Sl - li_
E 9 = On 5 e e L
- om _hﬁ_.i Bola 4 i i) === soumes [ 09 |Feh| g | con i <
120642001 [12062001 (11| fYeaso | | 11 T e3teot i
| - L 1 J d i ik
Current o T T A N ;
4 4 | P | || - i, | B
. ! | A : i | 8
L ocal Codes e e B - 5 | g
1 . E b | ¢ o | | §
| L
- I L2 ; ! g
i H | i E
i | | | | i i
’mm FATIENT B WO e ¥ ACCERT T B2 TOTAL CHIRGE 5. MAOLNT FALY r:a-u RE
—— J_m -l P T P e 7
_|—|
L3 4
S1OF SEw H g 3 . RESERVED FOR E
Lm G0 ry e B0 rvisesse i e I -
Standard Codes [r=etprert[t] po :
12042091 12042001 ; f :
N SR | i — . i : :
Startlng 12042001 [12042001 |11 V2100 |RT 1 T 1stoo |1 E
1 L] 1 1 " T - T
= g 15i00 |1
12062001 (12042001 |11 V2100 (LT,
August 1,2003 [T | E
Ugu ' P P | ' : E
| § | | E z
- i ] : i _
%5 FEDERAL TAR 1[I HUMBER 5Em EIH P PATIFNT R ACCOLRT R . IEGFPTE.BI:.‘EI m r-amm | £ n.l.l.ugx_'pqr
3 fvis TTwe |+ 113j60 j, 01004 11360
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urrent

Bill

INQ Lenses/Frames - Provider Fabrication

5. PATIENT'S ADDRESS (No., Street)

APPROVED OMB-0338-0008
PLEASE ]
DO NOT P
STAPLE -
IN THIS
et ——————
PIcA HEALTH INSURANCE CLAIM FORM PICA
MEDICARE _ MEDICAID ‘CHAMPUS CHAMPVA GROUP FECA OTRER| (FOR PROGRAM IN ITEM 1)
HEALTH PLAN __BLKLUNG

(Modicare #) [~ (Modicaid #) [ (Sponsars SSN) [ (vAFile #) (SSNor iD) (Ssh) )

2. PATIENT'S NAME (Last Nams, First Nare, Midie i) 3 T
MM | DD, YY SEX
. - ™ £

6. PATIENT RELATIONSHIP TO INSURED

solt [ ] spouse[ ] cme[ ] omel ]

Ty

WASHINGTON

Fokd—|

STATE | 8. PATIENT STATUS

DC singe[_] wamies ] ower [

2IP CODE

“TELEPHONE (Inciude Area Code)

5. OTHER INSURED'S NAME (Last Name, First Name, Miodie tnigal)

‘2. OTHER INSURED'S POLICY OR GROUP NUMBER

2 EMPLOYMENT? (CURRENT OR PREVIOUS)
ves

. OTHER INSURED'S DATE OF BIRTH SEX
MM DDy YY
[

[ v[1 T4

b. AUTO ACGIDENT?

COres  [Gho

H H
G EMPLOYER'S NAME OR SCHOOL NAME

. OTHER AGCIDENT?
Jves

Employed ~— Full-Tima — Pan-Tim
Studant Student

1. INSURED'S POLICY GROUP OR FECA NUMBER

SAME

INSURED'S DATE OF BIRTH X
MMy DD ) YY

S
6-10-g1 M]3

PLAGE (State) [ EMPLOYER'S NAME OR SCHOOL NAME

N\A

. INSURANCE PLAN NAME OR PROGRAM NAME

MEDICAID

‘3. INSURANCE PLAN NAME

70d. RESEAVED FOR LOCAL USE

6,15 THERE ANOTHER HEALTH BENEFIT PLANT
S NO_ Hyws, retum to and complete tom 9 a-d.

K OF
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE

ETING & THIS FORM.

o myss or to the party who

3. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorizo
payment of medical banafis to the undarsignod physician or supplier r

SIGNED.

14. OATE OF CURREN ILLNESS (First symptom) OR
INJURY (Accident) OR
(LMPY

B2 71:20 BRENE

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURGE

19, RESERVED FOR LOCAL USE

DATE

GIVE FIRST DATE '

17a.1.0. NUMBER OF REFERRING PHYSICIAN

SIGNED

PATIENT AND INSURED INFORMATION ——————>|<— CARRIER—>

15.1F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
001 YY oD o MM DB YY

Yy
FROM |
6. HOSPITALIZATION DATES RELATED TO GURRENT SERVICES
MM DD | YV MM | DD | YY
FROM i

L

20, OUTSIDE LAB? S CHARGES'

30l 55

Ches o |

Z1. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24 BY LINE) j

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

JLo2k11403}t 0d-11-0311

113671 Al o
7l 73 PRIOR NONBER
o . Al
& I | ) ] 3 F T3 I S ) [3
DATE(S) OF SERVlCEr Place | Type | PROCEDURES, SERVICES, OR SUPPLIES 'RESERVED FOR
From o of of lain Unusual Circumstances) DIAGNOSIS OR iy |
MM DO YY MM_ DD ¥y coThires L Mo ooe SCHARGES i) pian | EMG | 0B | LOCALUSE

[ T s Y T
[ i
25. FEDERAL TAX .D. NUMBER

SSN

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
tements on the reversa
.

DATE

0 0
32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
RENDERED (I other than home or office)

1101551 1

25 AMOUNT PAID | 30, BALANCE DUE
h
s ! $ |

gRPE

(Aw:o-:lgt: BY AMA COUNCIL ON MEDICAL SERVICE 888)

Callfol-r00: 1-800-328-2179

PLEASE PRINT OR TYPE

FORM CMS-1500 (12:90), FORM RRB-1500,
FORM OWCP-1500

#29426 - Medical Arts Press -
Uso with Envalope #14145 (qummad) or #14145 (sall-seal)

[<————————— PR¥SICIAN OR SUPPLIER INFORMATION

1

A

DC Department of Health
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NJ Lenses/Frames - Provider Fabrication

i

I crore o
PLEASE
DO NOT A
STAPLE EE———
IN THIS
[XJrioa HEALTH INSURANCE CLAIM FORM PICA
MEDICARE MEDICAID CHAMPUS CHAMPVA ﬁ;ﬁuz KLIJNG OTHER] ISURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
LTH PLAN
E (Modicars #) 8‘””“"’ ﬂlD(Soonsars 85N) D (VA Filo #) D (SSN or 1D} (SSN) D(m; | ]
2. PATIENT'S NAME {Last Name, First Name, Miidle tnitial) 3. TERT DATE 4. INSURED'S NAME (Last Name, First Name, Middle fnitial)
MM DD, YY
N wwowowm D 0| sans o
5. PATIENT'S ADDRESS (No., Stest) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Streel)

I | o[ Jowl] ow(d | saup

iy STATE [ 8. PATIENT STATUS' cIry STATE
WASHINGTON OC|  swu[] mares[] owe[3 | SAME

Fold—|

2IP CODE TELEPHONE (Include Area Code)
Employed, Fulk-Time Part-Time
[ stoaont ] Sicort
o THER ISUFES WOHE Wast s, Fue N, Wil b~ |
AME
. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURED'S DATE OF BIRTH SEX
MM, DD | YY M £
O= O 06-10-81 O [
b. OTHER INSURED'S DATE OF BIRTH EX b. AUTO ACCIDENT? PLACE (State) [b. EMPLOYER'S NAME OR SCHOOL NAME
Si
1 DDy YY H
Pt “ Cles e s | N\A
. EMPLOYER'S NAME OR SCHOOL NAME ¢, OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME
e Do MEDICAID

PATIENT AND INSURED INFORMATION —————|<—CARRIER—>

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
[ T ——
EAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
URE |

803 On the reversa.
)

Al 13.INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12 PATIENT'S OR AUTHORIZED PER: ] payment of medical baneliis to the undersigned physician or supplier for
o o myesor s e pary .
SIGNED __ ] oAavE___ ] SIGNED K O I l I e
14. DATE OF CURRENT: ILLNESS (First: lymmnm)uﬁ 15.1F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16, DATES VATIENT UNAELE TOWORKIN CURRENT OCCUPATDN | A
U}Q 1 fﬁ [l é‘(o INJURY {Accident GIVE FIRST DATE oD 1YY m hod
Tily PREGNANCY(LM] FROM
17. NAME OF REFERRING PHYSICIAN OR QTHER 'SOURCE 1 NUMBER OF REFERRING PHYSICIAN 18, HmPILAM“MnDOBN DAIYEVS RELATED 7O CUTARENTDSDENICVEVS
100 ) G
| I FROM ! T N\A |
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
Dhes [ | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO [TEM 24E BY LINE) 22. MEDICAID RESUBMISSION
85 ORIGINAL REF. KO,
113671 .
T 23, PRIOR AUTHORIZATION NUMBER p
3 2 - 4 —
28 A [} 1 ] E F e T H [ ] K cz>
DATE(S) OF SERVICE,_ Place 1 PROCEDURES, SEFIVICES ORSUPPUES|  piAGnOSIS RESERVED FOR
From o ol o lan Unusul Clroumsiances) OR_{Family E
MM__ DD YY MM__ 00  v| e Unssu meiances) CODE $CHARGES | Nrrs| Blan | EMG | COB | | LOCAL USE 3
] ! [ I 1 @x
025114037 02-11-0311 92340 | | 1 78101 |1 — 5
] 1 1 1 1 E
02:11403} 02-11-0311 V2020 | ¢ 1 8100 | 1 B
]
Lol yood V2101 |RT} 2 &
02511403} 02-11-031 [R7 1 1227 | 1 E
' ' | | N ¥ '3
402811403} 02-11-0311 V2101 |LT: 1 12i27 ] 1 =
] [ ' 1 ] s
Vo Vo | )
i1 1 1 1 [
4
. . v
| PR I - : =
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT N 27 ACCEPT ASS\GNME‘QV" 28, TOTAL CHARGE AMOUNT PAID 30. BALANCE DUE
ESGor o o et " >
YES NO s 11055 |s ! $ _110!55
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING UEGREES OR CREDENTIALS RENDERED (It other than hams o office)

DATE PiNg SRR
NS0T O AT
(APPROVED BY AVA COUNGIL ON MEDIGAL SERVICE 8% PLEASE PRINT O TYPE [ 10
Mifd, by Medical Arts Prass Arts Pre
Call toll-free: 1-800-328-2179 Dot it Bt 1
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Current Billi N Lenses/Frames - Provider Fabrication - Exam
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DO NOT 1
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Q LA EHREY ¥ K [ T
PicA HEALTH INSURANCE CLAIM FORM Pea [TV DEFARTHENT OF HL "’" """""'" L
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a, INSURED'S (.D. NUMBER (FOR PROGRAM IN ITEM 1} | 1~
1 HEALTH PLAN BLK LUNG
] (Mocicaro ) [ (odicaid #) [ ] (Sponsor's SN [ ] (A Fio #) [ 155Nt 0] SNy w
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PGREN‘-USDB‘RY?YD‘YE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
1 0D ¢
| 0 w7 O
| 5. PATIENT'S ADORESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No., Street)
| Spouse[ ] cria[]  owe ]
g STATE | &, PATIENT STATUS z
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Washington ne singe[ ] Marion [ ] omer [ ] Was hington [ YoR EE=OTTET
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s Lno — " 2
\ = MATEEALR ANEFARRY ICE) FEY IRE
| b, OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE {State) [, EMPLOYER'S NAME OR SCHOOL NAME a
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| [d medicaid. g o Fres &
‘ d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? a
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; SIGNED —,, DATE_OH_-0H:0.3 i Biewd hy pegrre . M
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‘ INJURY (Accidant) OR GIVE FIRST DATE MM 1 \ 1 i
Sub | oot PREGNANCY(LMP) | FROM ! 3 Gk Sangh ¥iwen
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) M ¥
| — ou || o 1| b =
kil S S A S S—
20, OUTSIDE LAB? $ CHARGES FEESCEIFTI 08
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21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE [TEMS 1,2,3 OR 4 TO ITEM 24€ BY LINE) 22, MEDICAID RESUBMISSION )
° ! ) CODE ORIGINAL REF. NO,
L1IM3I20 sl 2
-* 23, PRIOR AUTHORIZATION NUMBER
21363 ) el
24. A B [} O E E G H 1 J K
DATE(S) OF SERVICE. Place | Typo SERVICES, OR SUPPLIES]| DIAGNOSIS DAYS [EPSI Al OR
From To of of {Explain Unusual Cllwm; lances) OR | Family|
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S Gon, diams, et batk) | 28. TO1AL CHARGE Ut " ICE DU
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New Billing Lenses/Frames - Provider Fabrication - Exam

[Jves [Lno

Mmed.icaid —
d. INSURANCE PLAN NAME OR 10d. RESEAVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
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| -
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[Qves [2no |
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New Vision Care Billing Policy - Summary

» Transtion Date: August 1, 2003

» Do not submit invoices/prescriptionsas an
attachment to your claim

» Keep invoices/prescriptionson file

» Use Standard Codes (refer to Crosswalk Table)
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Transmittal Packet—Crosswalk Table

L ocal Code & Standard Code Medicaid Rates
Modifier Description Description
Y 2005 92015 -52 No Pricing Change Optician and optometrist
will bill this code for visual
VISUAL Determination of refractive stete. examination.
EXAMINATION - The examiner determines the
REFRACTION prescription required by evaluating

the effectiveness of a series of lenses
through which the pt is asked to
view an eye chart. Physician not
required to be present. A
prescription is issued, no fitting is
done at thistime.

DS %
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Transmittal Packet—Billing Manual

» Added a Revision | ndex

» Updated pagesarein your transmittal packet

D& i A
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Billing Manual Update - Revision Index

Revision Reference

: Remove Revised .
Section Page Insert Page Page(s) Description of Change
illi 8 Added standard Billing Manual cover

Billing Manual N/A Not numbered New e

Cover Page page.

Table of Contents 8§ Added Table of Contents.
N/A 2-6 New

Table of Contents § Insert Revision Index page, Revised Date
N/A 7 New of 05/03/03.

§ Added paragraph requesting provider
Section 8.8 50 50 50 name, tax id, provider Medicaid number,
and name of person making call.

§ Removed references to submitting
Section 13.5 attachments for Option I, Option |1
68-69 68-69 68-69 § Added instructionsfor billing frames,
lenses, and fittings using standard HCPCS
codes
§ Removed references to submitting
Section 13.6 attachmentsfor Option |, Option |1
2 2 72 § Added instructionsfor billing frames,
lenses, and fittings using standard HCPCS
codec
§ Removed reference to Option | and
Section 13.8 85 85 85 Option Il for Block 20.

=1 A S

DC Department of Health A C s




-
New Provider Inquiry Policy

» When Calling the Provider Inquiry Unit
+ Please be prepared to provide:
» Provider Name
» Name of person calling on behalf of Provider
» Medicaid Provider ID
» Provider Tax ID/SSN (proposed new requirement)
+ Please be prepared to accept:

» The minimum amount of information to answer your
Inquiry

D@ %
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Provider Inquiry Unit

G

» Hour s of operation:

» Monday through Friday
» SBA.M.until 5P.M.

» Telephone number: (866) 752-9233

» Correspondence address:

» ACS
» Attention: Provider Inquiry Unit

» P.O. Box 34734
» Washington, DC 20043-4761

11
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Provider Outreach Training Schedule

» Introductory —June9, 2003
+ Thank you, for attending today’straining. ©

» Detailed - June 16 — July 18, 2003
+ Electronic Claims Companion Guides

» Software - Aug 1—Aug 31, 2003
+ WINASAP2003

DG Iy %4
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Electronic Data Interchange

ACS EDI Gateway, Inc.
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Purpose

» To provide an overview of

+ ACS EDI Gateway, Inc

» Trading Partner M anagement
— Enrollment process
— Community outreach
— EDI Support Unit

D& i A -

DC Department of Health A C s




-
Trading Partner Management

» Enrollment Packets

+ Enroll through EDI Gateway, Inc. via:

» EDI Enrollment Packet
— Demographics and contact infor mation
— Submission methods
— Transactions
— Response Retrieval

» Obtain via:

— ACSEDI Support Unit at 866.775.8563, M onday
through Friday, 8a.m.to5 p.m. EST

— Download from website www.acs-gcr o.com

D& i A -
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Trading Partner Management

» EDI Provider Enrollment Packet
+ Individual
+ Group

D¢ A
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Trading Partner Management

» EDI Submitter Enrollment Packet
+ Software Vendor
+ Billing Agent
+ Clearinghouse

DC Depa trn nt o alth
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Trading Partner Management

» Community Outreach

+ ACSEDI Gateway Business Analysts

» Training
— Services
— Software

» Research |ssues
— Format/reect related issue

D@
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Trading Partner Management

» Community Outreach
+ Companion Guides

» Dataclarification

» ASC X12N Transaction Set Implementation
Guides

+ Testing
» Established testing strategy and process
» Reduces number of invalid transactions
» Mitigatesfraud and abuserisk
» Approved vendors

D& b A
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Trading Partner Management

» Community Outreach
+ ACSEDI Gateway Support Unit

» Technical assstance with softwar e,

>

>

nar dwar e, and transmission 1ssues
Data Exchange Services

nfor mational Services

» Enrollment of submitters
» 866.775.8563, M onday through

Friday, 8am.to5p.m. EST

D@
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Trading Partner Management

» Call ACSEDI Support Unit

+ 866.775.8563

» Request ACS EDI Gateway Trading
Partner Enrollment Packets

» Verify status of EDI Trading Partner
Enrollment Forms

» Reguest logon information

» Verifying confirmation receipt for
electronic claims submission
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Trading Partner Management

» Call ACSEDI Support Unit
+ 8006.775.8563

G
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» Download, install, and train on
WINASAP2003 softwar e

» Retrieve electronic responsesvia
IDEX

» Remedy electronic transmission
difficulties
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Trading Partner Management

» When to call Provider Inquiry

+ 8006.7/52.9233
» Billing questionsrelated to policy
» Electronic Funds Transfer (EFT)
» Paper claims processing
» Medicaid program enrollment
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This presentation may contain “forward-looking statements’ within the meaning of
the Private Securities Litigation Reform Act of 1995. These statements are subject to
numerous risks and uncertainties, many of which are outside the Company’s control. As
such, no assurance can be given that the actual events and results will not be materially
different than the anticipated results described in the forward-looking statements. Factors
could cause actual results to differ materially from such forward-looking statements. For a
description of these factors, see the Company’s prior filings with the Securities and
Exchange Commission, including the most recent Form 10-K. ACS disclaims any intention
or obligation to revise any forward-looking statements, whether as a result of new
information, future event, or otherwise.
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